. Women undergoing pelvic organ prolapse and/or stress incontinence surgery who were English speaking and 18 years or older with a preoperative PVR <100 mL were included. Participants who failed their VT were discharged with an IFC or CISC per participant preference. Our primary outcome was catheter burden at one week after surgery, which was assessed by the Short-Term Catheter Burden Questionnaire (STCBQ). The STCBQ is a validated, 6-item survey comprised of two subscales: difficulty of use and embarrassment. Scores range from 3-15 with higher scores indicating greater difficulty and/or embarrassment, and the sum of the two subscale scores measures catheter burden with a higher total score indicating greater burden. Secondary outcomes included the rate of urinary tract infections (UTI), the number of postoperative clinic visits, and the number of postoperative phone calls. RESULTS: Of 150 participants, 75 (50%) failed their VT, and, of those, 45 (60%) were discharged home with an IFC and 30 (40%) with CISC. Baseline demographics were similar except that women choosing an IFC were older (62 AE 11, vs. 55 AE 11 years old, p <0.01). There were no significant differences between IFC and CISC in STCBQ total catheter burden (18 AE 5 vs. 18 AE 6, p¼0.7), difficulty of use subscale (8 AE 3 vs. 9 AE 3, p¼0.2), or embarrassment subscale (10 AE 4 vs. 9 AE 4, p¼0.2). For secondary outcomes, there were no significant differences in rate of UTI (23% IFC vs. 30% CISC, p¼0.5). Women discharged with IFC did require more postoperative clinic visits (2 AE 0.7 IFC vs. 1 AE 0.7 CISC, p<0.001), and those discharged with CISC required more phone calls (2 AE 2 IFC vs. 4 AE 3 CISC, p¼ <0.01). CONCLUSION: In women using either an indwelling Foley catheter or clean intermittent self-catheterization for management of postoperative voiding dysfunction following pelvic reconstructive surgery, there were no differences in difficulty of use, embarrassment, or overall catheter burden. Women discharged with an indwelling Foley catheter required more postoperative clinic visits while women with clean intermittent self-catheterization required more postoperative phone calls, with similar rates of UTI between the two groups.
OBJECTIVES: Women with pelvic floor disorders commonly experience defecatory symptoms and are at an increased risk of constipation. Fiber can improve symptoms of constipation, while high saturated fat intake can potentially worsen constipation. Our primary aim was to describe dietary patterns in women undergoing surgery for pelvic organ prolapse (POP). Our secondary aim was to determine the association of bowel symptoms with diet.
MATERIALS AND METHODS:
We conducted a prospective crosssectional study of women undergoing surgical management of POP. Dietary fiber and fat intake were assessed using the Fruits/Vegetables/ Fiber and Meat/Snacks components of the Food Screener questionnaire, which are validated abbreviated versions of the Block 100-item Food Frequency Questionnaire to assess dietary nutrient intake. Based on prior reports, daily fiber intake of >14.5 grams and daily saturated fat intake of 30 grams were considered as high. Defecatory symptoms were measured using the Colorectal-Anal Distress Inventory short form (CRADI-8), a validated questionnaire assessing for presence of and distress related to defecatory symptoms with a minimal clinically important difference of 4.7. Scores range from 0 to 100, with higher scores representing greater symptom bother. Linear regression was performed to assess the relationship between patient characteristics and CRADI-8 scores. RESULTS: Eighty-four women (mean age 64 AE 9.5 years, mean BMI 27 AE 4.3 kg/m 2 ) were enrolled. Median overall fiber intake and saturated fat intake was 9.0 (IQR 6.5 e 12.3) grams and 37.6 (IQR 31.4 e 40.2) grams, respectively. Only 9.5% women met criteria for high dietary fiber intake while 86% met the criteria for high saturated fat intake. Only 27% of women consumed the recommended 5 servings of fruits and vegetables per day. Older age was marginally associated with lower intake of fiber (p ¼ 0.1) and saturated fat (p ¼ 0.07). We did not note meaningful associations between BMI and fiber or fat intake. The median CRADI-8 score was 9.4 (IQR 3.1 e 15.6). Less symptom bother, as indicated by lower CRADI scores, was associated with increased fiber intake and decreased saturated fat intake. Bowel symptoms improved with increased fiber intake, such that CRADI-8 scores decreased by 4 points for every 10 gram increase in fiber intake, and worsened with increased saturated fat intake, such that CRADI-8 scores increased by 3 points for every 10 gram increase in saturated fat intake. These differences did not reach significant levels (p ¼ 0.1 e fiber and p ¼ 0.2 e saturated fat). CONCLUSION: Women undergoing surgery for POP consume diets severely lacking in fiber and high in saturated fat. Low fiber and high saturated fat intake may contribute to defecatory symptoms in women undergoing surgery for POP. 
DISCLOSURE OF RELEVANT FINANCIAL RELATIONSHIPS:

OBJECTIVES:
To further characterize anatomy of the clitoris and associated neurovascular structures and to provide clinical correlations to vulvar surgery. MATERIALS AND METHODS: Unembalmed female cadavers were examined. Length and width of body, glans and crura of clitoris were measured. Distances from glans to urethra and most proximal part of superior clitoral body to mid pubic arch were recorded. Path of dorsal nerve of clitoris (DNC) was examined and nerve width was measured as it emerged from lateral surface of crura and at distal body. Distances from where DNC emerged from perineal membrane (PM) to posterior surface of membrane and to mid pubic arch were measured. Connective tissue layers associated with clitoris were examined. Tissue reaching clitoral body by passing under pubic arch was carefully dissected following transection of suspensory ligament of clitoris and biopsies of nerve-resembling tissue were obtained for histologic analyses. Descriptive statistics were used for data analyses. RESULTS: Seventeen cadavers (ages 48 to 89) were examined. Length of clitoral body was 29 mm (range, 17-46 mm) and width was 7 (5-11) mm. Length of crura was 49 (25-68) mm and width at anterior aspect was 9 (5-13) mm. Glans was 9 (6-12) mm long and 4 (3-6) mm wide at its proximal portion. Closest distance from glans to urethra was 25 (14-37) mm and superior clitoral body to mid pubic arch was 27 (14-46) mm. Width of DNC at lateral crura was 3 (2-4) mm and at distal body was 1 (1-2) mm. Distance from DNC as it emerged from PM to mid pubic arch was 35 (20-48) mm and to posterior surface of PM was 19 (8-31) mm. The DNC and artery of clitoris coursed adjacent to medial surface of inferior pubic ramus surrounded by a dense fibrous capsule adherent to periosteum. They passed between PM and crura and emerged from lateral aspect of crura at the 10-11 o'clock position on right side and at 1-2 o'clock position on left, relative to the urethra (Figure 1) . Nerve and artery then coursed deep to dense connective tissue sheath, which was contiguous with the suspensory ligament and fascia of clitoris. Figure  2 depicts the orientation of DNC relative to the clitoral body as it coursed towards the glans. Histological examination of tissue biopsied confirmed presence of neural tissue in all specimens sampled. CONCLUSION: Precise knowledge of clitoral anatomy and associated neurovascular structures is essential to safely complete partial vulvectomies, clitoral and vulvar reconstructive procedures, anti-incontinence surgeries and repair of obstetric lacerations; it is also important in managing localized pain and evaluating sexual dysfunction. Though the DNC courses deep to dense connective tissue layers, inadvertent injury may occur in setting of deep dissection or suture placement. The DNC seems most vulnerable with surgical entry or lacerations that extend from the midline of the prepuce to the lateral surfaces of inferior pubic rami. 
DISCLOSURE OF RELEVANT FINANCIAL RELATIONSHIPS:
MATERIALS AND METHODS:
We performed a multi-center retrospective cohort study in women undergoing UpholdÔ mesh-augmented SSLF between 2010 and 2017. We compared three groups: 1) women with a wide GH pre-operatively and 6 weeks post-operatively ("Persistently Wide" [PW] cohort); 2) women with a wide GH preoperatively and normal GH 6 weeks post-operatively ("Improved" cohort); and 3) women with a normal GH pre-operatively and 6 weeks post-operatively ("Stably Normal" [SN] cohort). We defined a wide GH as ! 4 cm and a normal GH as < 4cm. Women were included if they had POP-Q exams from a pre-operatively and 6-week post-operative visit, and if the primary outcome could be
